MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -(,3_019986
DEPARTMENT OF FUBLIC HEALTH AND WELFARE

STATE FILE N
Registration District No. _________ _Z.anury llegmuhon District No. _.,._o_a_?_'_‘_koglmal‘l No, _.2' ZZ.Q- UMBER

1. PLACE OF DEATH 2. USUAL RESIDENCE (Wheru deceased lived. [ institution: Residenca before

a. COUNTY Jac&so N ». STATEMI_Jaaf COUNTY dh CA TN admission}

b. CI'I’Y {If outside corporate limirs, give TOWNSHIP only) Langth of stay in Ib <. Inside Limits
TOWN h”‘s—n: C’ITY 7”@!7'”3 TOWN A/A”st G[ry Yc:xNoI;]

<. Eugép?l#\{.som (1 NOT in hospital, give location) ] Inside Limits d. gﬁ?ﬁ 7 24 U m ‘f '?’M'J Reside on Farm
NN L QKESIJE MosPITAL |YX nD LASAI/E HoTEL YO Nosf

3. NAME OF DECEASED First Midd]e Last 4, DATE Month Year

(iype or print) CHARLES Oraveeans CAIN DEATH Mpy // /963

5. SEX &. COLOR OR RACE 7. Married (1  Never Mariied [] ?\ mnm‘q_9 AGE llnr blnhday} IF UNDER 1 YEAR iF UNDER 24 HR

”AAE Cﬁ Ve, Widowed [l Divorced [ ?/’7 Months 1 Days Hours Min.

10a. USUAL OCCUPATION [Give kind of work done [ 10b. KIND OF BUSINESS OR INDUSTRY{ 11. BIRTHPLACE (Cw ond tla‘te or wunh’v) 12.” CITIZEN OF WHAT COUNTRY

Zeduring mésiaf -v.vorki§9 lifcE .Eg if retired) m( PﬂLlce o e’ﬂ Bg,ﬂl_ "” @ﬂ ”c" KA“ _“,.S:A .

13a. FATHER'S NAME . 113b. MOTHER'S MAIDEN NAME 14, "NAME OF HUSHANEOR WIFE

T HOMAS CAIN u~~~ow~ ELvA Carn

15. WAS DECEASED EVER IN U.S, ARMED FORCES? 16. SOCIAL SECURITY -NO. [ 17. IMFORMANT Addrags

(Yes, no, or‘;nkndwnil {If yes, Giv:w:r or dates of servi £z 8:” r C’HIJV \m” 1’5?‘ eﬂ/’FMML‘

18. CAUSE OF DEATH (Enter only ona cause per li INTERVAL BETWEEN "

DO NOT WRITE AMEN!
ON THIS STUB bl

Vv$ 300
Rev.. 4/59

DATE AMENDED

na =T o
PART |. DEATH WAS CAUSED BY: - ] %T)N DEATH
IMMEDIATE CAUSE (a) -

DOCUMENT

Conditions, i any,1  DUE 10 (6 MMW —?%a-o
which gave rise to
above cause ll),] — -

DUE TO {¢) éli‘;a%‘d 'd&dé:t_#“_

stating tha under-
 lying  cauvse last

PART [I.. OTHER SIGNIFICANT CDNDI'IIONS‘ CONTRIBUTING TO DEATH but not related to the terminal PART IIl. If decessad was femsle way
s diseass condition given in PART I'{a) there' s pregnancy in last 90 days.

. I O Yes l Q No LEI Unknown
19. WAS AUTOPSY [ 20a. ACCIDENT  SUICIDE HOMEIICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of Injury in PART ) or PART 1) of item 18.)
O (m} :
YES#T NOD
20c. TIME OF Houl Month, Day, Year
INJURY a.m.
pom.

20d. INJURY OCCURRED 208, PLAGE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [] farm, factory, steet, office bldg., etc.)
NOT WHlI.E AT WORK [J

L‘Ilv‘ | .mmded the decessed F— %L / d Fast ;a@ivl OM
Death occurred b date stated above, and to the best'of my knowledge, from the causes stated.
‘ar mladd 22b. ADDRESS 22%.D SIGMED
4 e 5 /?"")9 \yriss

230, BURIAL EMATION, 23b. DATE | 23c. NAME OF CEMETERY OR-GRENATORY 23d.. LOCATION (City, fown, or county) T (Stard)

REMOVAL(Spenfv) ﬂN’A‘ HiLls CeﬁCT‘C#Y _b_’Z“V-f S CITY 9

Aﬁ DATE RECD. BY LOCAL REG.

26. EEWS SIGNATURE
2. . MEQI COMER'S Lous, Aﬁﬂ.mr ary /3.3 A@a}\__
(Licensed Embalmer's Statarnent on Reverse Side} - .

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

‘A-lEDICAI. CERTIFICATION

USE BLACK INK
OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED 'EMBALMER

$-0d

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalméd by me,

or by Student Embalmer No.

working under my personal supervision.

Student, : - Signed M ¢ MM

" Signature of Student Embalmer

Licensed Embalmer _No- 4‘3# d
P. O. Address 3-/0-. Sl“"

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure ‘to comply
with the above .constitutes grounds for revocation of license). ;

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated abave.

-

I




